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Campylobacter fetus subsp. fetus is a motile, non-spore- 
forming, micro-aerophilic, curved or spiral-shaped, 
Gram-negative rod [I]. Campylobacterioses are world- 
wide zoonoses and C f e t u s  subsp. fetus has been isolated 
from several animals, including sheep and cattle. This 
species is usually an opportunist pathogen of debilitated 
hosts and is responsible for significant mortality in this 
population. It  is not usually responsible for diarrheal 
illnesses, being more often implicated in systemic 
illnesses, including bacteremia, meningitis, endocarditis, 
vascular infections and abscesses [2]. 
We herein report a case of a C. fetus subsp. fetus- 
infected aneurysm and review previous cases. 
A 64-year-old alcoholic male smoker was hospital- 
ized in a general hospital center for a severe right 
abdominal pain and fever of 38OC. The patient's 
white blood cell count was 1 4 x  1OY/L (80% poly- 
morphonuclear leukocytes), he had an erythrocyte 
sedimentation rate of 91 mm/h, and hemoglobin and 
hematocrit values were normal. No blood culture was 
taken on admission. A CT scan of the abdomen 
revealed a 4-cm infrarenal aortic aneurysm with an 
intraluminal thrombus. He was immediately transferred 
to our center, where three blood cultures were taken. 
He then underwent surgery for treatment of the 
aneurysm. The tissue overlying the aneurysm was thick 
and adherent to the duodenum, but no purulent 
process was evident. The distal aorta was replaced with 
a bifurcated Dacron woven graft, which was sutured to 
the infrarenal aortic neck and both common iliac 
arteries. The remaining aneurysm was then sutured 
over the graft, thus excluding the Dacron from direct 
contact with the bowel and other viscera. Direct 
examination of the resected aneurysm revealed no 
microorganisms. The patient's postoperative tempera- 
ture rose to 39°C. Two additional blood cultures 
were taken. Intravenous amoxycillin (3 g daily) was 
administered. O n  the third day after surgery, culture of 
the resected aneurysm and of the intraluminal thrombus 
and one blood culture taken on admission all yielded 
C.fetus subsp.fetus. The patient's antibiotic regimen was 
changed to oral ciprofloxacin (1.5 g daily) for 2 months. 
Antibiotic susceptibilities were assessed using a disk 
diffusion test. MICs were 0.5 mg/L for gentamicin, 
<0.06 mg/L for erythromycin, and <0.13 mg/L for 
doxycycline. The MIC for ciprofloxacin tested by the 
epsilometer test (E-test, AB Biodisk, Solna, Sweden) 
was 0.75 mg/L. Stool cultures taken on the day that 
C. fetus subsp. fetus was identified remained negative. 
Histologic examination of the resected aneurysm 
demonstrated an atherosclerotic vessel with a poly- 
morphonuclear infiltrate of the intraluminal thrombus, 
without evidence of bacteria on Gram-staining. After 
10 months of follow-up, the patient remains well. The 
patient was questioned thoroughly but failed to report 
any history of gastrointestinal upsets. However, it was 
established that he regularly ate home-made pork 
sausage and cheese made from unpasteurized milk. 
C. &us subsp. fetus has a particular tropism for the 
vascular endothelium, and several cases of infectious 
aortoabdominal aneurysm have been reported [3-161. 
The most frequently isolated bacteria in this rare 
clinical condition, since it represents only 1% of all 
aortoabdominal aneurysms [17], are Staphylococcus spp., 
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followed by Streptococcus spp., Pseudomonas aeruginosa 
and Enterobacteriaceae, especially Salmonella spp. and 
Yevsinia enterocolitica [18,19]. 
Correct preoperative diagnosis of infected aneur- 
ysms is achieved in only 50% of cases [17]. When a 
diagnosis is obtained, an operation should be under- 
taken promptly, because rupture within the first 48 h of 
hospital admission is responsible €or 75% of deaths 
within the first 30 days following admission [17]. 
Furthermore, the mortality rate of primary-infected 
aneurysms exceeds 30% [17]. 
A review of the previously reported cases of C f e t u s  
subsp.fetus (Table 1) shows that, in most cases since the 
1970s, patients have recovered after surgery and 
antibiotic therapy. The rarity of cases due to C. fetus 
subsp. fetus is likely to explain the great heterogeneity 
of antibiotics used in this condition, with 16 different 
drugs used for only 15 cases, and with the duration of 
therapy ranging from 1 week to more than 7 months 
[6,141t 
In this case we successfully used oral ciprofloxacin. 
This drug has been shown to be highly effective in 
infections due to C. jejuni, but has rarely been used 
for the treatment of C. fetus subsp. fetus infections. 
Gentamicin is usually considered to be the appropriate 
drug for the treatment of vascular infections due to 
C. fetus subsp. fetus [l], but we chose ciprofloxacin 
because this drug is particularly effective in long-term 
therapy, as in this case, and because it is highly effective 
when administered orally and less toxic than genta- 
micin. 
Extra-anatomical repair, using an axillofemoral 
bypass, has been proven to be safe and is generally the 
preferred technique in cases of infected aortoabdominal 
aneurysms. However, in situ prosthetic grafting to 
restore aortic continuity permits good long-term 
results, provided that the infecting microorganism is 
highly susceptible to antibiotics, that aggressive anti- 
biotherapy is used, and that a large excision of infected 
tissues is feasible. This was the most commonly used 
approach in the other cases reviewed (Table 1) .  
In conclusion, isolation of C. fetus subsp. fetus 
from blood culture of hosts who are debilitated and/or 
have atherosclerosis risk factors should always provoke 
consideration of an infected aortoabdominal aneurysm. 
Furthermore, despite infections of these aneurysms 
being responsible for high mortality rates, when C.fetus 
subsp. fetus is the responsible microorganism patients 
generally recover after surgery and antibiotic therapy. 
References 
1. Nachamkin I. Campylobacter and Arcobacter. In Murray PR, 
Baron EJ, Pfaller MA, Tenover FC, Yolken R H ,  eds. Manual 
of clinical microbiology, 6th edn. Washington, DC: American 
Society for Microbiology, 1995: 483-91. 
2. Blaser MJ. Campylobacter and related species. In MandeU GL, 
Benett JE, Dolin R, eds. Principles and practice of infectious 
diseases, 4th edn. New York: Churchill Livingstone, 1995: 
1948--56. 
3. Dolev E, Altmann M, Padeh B. Vibriofetus septicemia. Israel 
J Med Sci 1971; 7: 1188-91. 
4. File TM, Barnishan J, Fass RJ. Campylobacterfetus sepsis with 
mycotic aortic aneurysm. Arch Pathol Lab Med 1979; 103: 
5. Taylor PR, Weinstein WM, Bryner JH. Canipylobacrerfetus 
infection in human subjects: association with raw nulk. Am 
J Med 1979; 66: 779-82. 
6. Mart); AT, Webb TA, Stubbs KG, Penkava RR. Inflam- 
matory abdominal aortic aneurysm infected by Campylobacter 
fetus. JAMA 1983; 249: 1190-2. 
7. Anolik JR,  Mildvan D, Winter JW, Puttlitz D, Rubexistein 
S ,  Lozman H. Mycotic aortic aneurysm. Arch Intern Med 
8. Blabey RG, Parry MF, Bull SM, Weed CB. Mycotic 
aneurysm of the abdominal aorta: successful management of 
Campylobacterfetus aortitis. Conn Med 1983; 47: 129-30. 
9. Perry OM. Infected aortic aneurysms. J Vasc Surg 1985; 2: 
597-9. 
10. Righter J, Woods JM. Campylobacter and endovascular 
infection. Can J Surg 1985; 28: 451-2. 
11. Rutherford EJ, Eahns JW, Maxwell JG, Tackett AD. 
Abdominal aortic aneurysm infected with Campylobacterfetus 
subspeciesfetus. J Vasc Surg 1989; 10: 193-7. 
12. Jacobs J, Van Lierde J, Nevelsreen A, Vermylen J, Verbist L. 
Campylobacterfetus subspecies jetus infection of an abdominal 
aneurysm. Acta Clin Belg 1989; 44: 123-8. 
13. Kato R ,  Ohta T, Kazui H, Kondo M, Naih K, Tsuchioka 
H. Cmpylobacter infection of abdominal aortic aneurysm. 
J Cardovasc Surg 1990; 31: 756-9. 
14. Allerberger F, Kasten MJ, Anhalt JP. Campylobacter fetus 
subspeciesfetus infection. a n  Wochenschr 1991; 69: 813-16. 
15. Grollier G, Burucoa C, Ricco JB, Pezennec L, Fauchere 
JL. Isolation and immunogenicity of Campylobacter fetu5 
subsp. fetus from an aorto abdominal aneurysm. Eur J Clin 
Microbiol Infect Dis 1993; 12: 847-9. 
16. Kuzniec S, Estenssoro VAE, Pinho Lima M, Mendes CME 
Puech-Lea0 P. Abdominal aortic aneurysm infected with 
Campylobacterfetus spp.fetus. Report of a case and review of 
the literature. Rev Hosp Clin Fac Med Sao Paulo 1995; 50: 
284-8. 
17. Reddv DJ, Shepard AD, Evans JR,  Wright DJ, Smith RE, 
Ernst CB. Management of infected aortoiliac aneurysms. 
Arch Surg 1991; 126: 873-9. 
18. Schelcl WM. Endocarditis and intravascular infections. In: 
Mandell GL, Benett JE, D o h  R, eds. Principles and practice 
of infectious diseases, 4th edn. New York: Churchdl Living- 
stone, 1995: 740-83. 
19. La Scola B, Musso D, Carta A, Piquet F', Casalta JP. Aorto 
abdominal aneurysm infected by Yersinia enterocolitica sero- 
type 0 : 9 .  J Infect 1997; 35(3): 314-15. 
143-5. 
1983; 143: 609-10. 
